A 70-year-old male with a history of hypertension, congestive heart failure (CHF), tricuspid regurgitation, and atrial fibrillation (AF) presented to the emergency room with abdominal pain, nausea, and vomiting for a day. There was no history of trauma or an abdominal operation. His physical examination revealed epigastric tenderness and rebound. His white blood cell count was 13670 μL, C-reactive protein level was 6.54 mg/dL, and international normalized ratio (INR) was 9.42 (reference range: 0.8-1.2) as he was using warfarin (coumadin).
Image of the Issue
What is the Diagnosis?
Cite this article as: Karaisli S, Er A, Örsel A, Kamer E. An extremely rare cause of acute abdomen. Turk J Gastroenterol 2017; 28: 311-3. Answer: Total duodenal necrosis During his intra-operative examination, the jejunum was normal, while the duodenum starting from the pyloroduodenal opening was necrotic ( Figure 2 ). The ascending colon was mobilized, and necrosis in the entire anterior portion of the duodenum was observed. The posterior portion of the duodenum was observed to be necrotic when the Kocher maneuver was performed ( Figure 3 ). The margin of necrosis was not clear between the duodenum and the head of the pancreas. This is the reason why the Whipple procedure was performed. The layers of the abdominal wall were completely closed.
Postoperatively, broad-spectrum antibiotics were used. On postoperative day 6, the patient was re-operated due to a massive hemorrhage. There was approximately 1500 cc of hematoma in the abdominal cavity. Multiple hemorrhagic foci in the omentum were observed and ligated. All anastomoses in the first operation were uneventful. The patient died on postoperative day 8 due to a cerebral embolism secondary to AF. A pathologic examination revealed mucosal ulceration and a submucosal hematoma in the duodenum.
Duodenal necrosis (DN) is a rarely seen and an extremely challenging situation for surgeons. Diagnosis and treatment of DN are difficult, and complications of DN is associated with anapproximately 40% mortality rate (1). Necrotizing pancreatitis, trauma, ingested corrosive solutions, vasculitis, and high jejunal loop obstruction have been described as the most common causes of DN (1-3). In the presented patient, there was no history of trauma, vasculitis, or ingestion of corrosive solutions; his amylase and lipase levels were insignificant. Findings of preoperative CT scan were suspicious for a JI but the jejunum was normal during his intraoperative examination. JI might have caused distention in the duodenal lumen, and consequently the duodenal mucosa was exposed to luminal overpressure due to distal intestinal obstruction and finally became ischemic. We believed that JI spontaneously resolved because it was not detected during the operation. Our patient had severe CHF with an ejection fraction (EF) of 20% (reference range: 55%-0%), and we believe that the low EF could not provide sufficient blood to the duodenum in spite of the spontaneous resolution of JI. Jabłoński et al. (3) performed gastroduodenoscopy and suggested decompression by a nasogastric tube after making a diagnosis; however, because of the high INR during diagnosis, we could not perform any invasive procedure for 7 hours.
The Whipple procedure and periampullary duodenojejunostomy with gastrojejunostomy have been described for DN (2, 3) . We performed the Whipple procedure due to total DN.
Total DN is an extremely rare and challenging situation in comparison with partial DN. Making a prompt diagnosis is necessary to prevent mortality and morbidity. A high INR and low EF worsen the clinical course. Laparotomy should be planned in the presence of peritoneal irritation signs and when partial or total DN is suspected. 
